Observations on ward rounds suggested that psychiatric patients might be at special risk of removal from their general practitioner's list. Little has been published on why patients are struck off and our first attempt at investigation was by direct appeals for patients. This drew a small and unsatisfactory sample. We then asked two family health services authorities to distribute questionnaires to struck-off patients. One agreed, but later withdrew cooperation. There is a danger that struck-off patients will become an underclass excluded from primary care. We propose anonymous collection of information by health authorities, so that policy can be reviewed if necessary.
INTRODUCTION
During a round on an acute psychiatric ward, we were surprised to discover that 4 of the 6 patients we reviewed had been struck off by their general practitioner (GP) since their date of admission. Subsequently we audited 50 patients across the whole mental health unit (38 acute adult general patients, 12 acute psychogeriatric patients), and found that 15 of these 50 had been struck off by their GP in the past and 3 were not currently registered with a GP; 1 did not reply. We were concerned that patients with mental health problems might be at special risk of being removed from their GP's list. Around this time there were changes in process for both general practice and psychiatry, making it vital that all patients were registered with a GP. For psychiatry, the care programme approachl and the notion of the named key worker had been introduced, coupled with the advent of expensive new drugs. The Health of the Nation white paper listed 'significant improvements in the health and social functioning of mentally ill people' as one of its five key targets2. For general practice, the restructuring of payments, from fundholding to the achievement of health targets (e.g. screening and vaccinations), had been implemented. Were psychiatric patients too much of a burden for primary care services? Our hypothesis was that behavioural and psychiatric disorders were a common reason for being struck off.
General practitioners are entitled to remove any patient from their list, without giving formal reason, and patients are likewise free to sign up with a new GP without giving a reason. Medline searches using the keywords removed, struck off, practice list and heart sink patients yielded scant information. There was only one report of a study published in the free journal GP News in 1995 and named the Lothian Survey3. The Lothian local medical committee surveyed 89 GPs who had struck patients off in three months during 1994. 175 patients were removed from a total combined list of 142 000. The reasons varied from no longer living in the practice area to threatened violence, rudeness, drug-related behaviour, unreasonable demands and psychiatric behaviour (not specified).
Who has the information on struck-off patients? Family health services authorities (FHSAs), now merged into local health authorities, used to be told of every patient removed from a GP's list. The FHSA would contact the person concerned with the news of the removal and would supply a list of local GPs. The FHSA was not obliged to record this information in any structured way.
THE STUDY
We aimed to contact a group of recently struck-off patients and see what psychiatric morbidity lay in this population compared with age and sex matched controls. The study was approved by the local ethics committee. Our first approach was by direct appeals to patients. We placed full-page advertisements in local newspapers, and posters in libraries and other public places. The response was 10 contacts. Then we distributed over 5000 leaflets to homes in our catchment area-response, 1 contact per 800 leaflets delivered. Thus our method of attracting struck-off patients was producing a small and biased sample. Subsequently, we contacted local GPs and asked them to display the poster in their surgery waiting rooms. Many refused; we could not attract sufficient numbers for a viable study.
Our second approach was via FHSAs. We contacted two metropolitan FHSAs and asked if they could send our Q)1 questionnaire with their communications to every struck-off patient. One refused without giving a reason, the other contacted the local medical committee (LMC). The LMC were very concerned about our study and demanded that we stop. After further communications, we met with the LMC and FHSA and learned to our surprise that this FHSA kept no records, or even figures, for patients removed by their GPs in any time period. After much negotiation it was decided the FHSA would cooperate with our study, provided that GPs could give their side of each removal as well. The FHSA would send our questionnaires to the patients and their GPs. The initial trial run was for four weeks in February/March 1996. In this month 477 people were struck off. The FHSA did not send out any of our questionnaires, or inform us of their lack of action. At the same time the FHSA was restructured into the local health authority (LHA). After two months' wait for responses which never came, we contacted the LHA. Over the next year we were given various excuses for the delay. Eventually, one year later, we were told that their computer software was not able to isolate the patients struck off with the GPs who removed them. By now it was November 1997 and our link person at the LHA had left. We again approached the LHA. Initially, they said the data were obtainable and that our protocol could go ahead. However, the department concerned were very reluctant to help, stating they already received harassment from struckoff patients and that they felt the study would inflame the situation. They demanded fresh ethical approval from a further district ethics committee.
Finally, 3 years after agreeing, this inner-city LHA wrote to us stating they had sufficient reservations about our study to decline the release of any further information. We are still no nearer to discovering whether patients with mental health problems are at increased risk of being struck off by their GPs.
COMMENT
Why are the data on struck-off patients so sensitive? The health authority now collects raw figures on people being removed from their GP's list ( Table 1 ). The population registered with GPs is approximately 500 000. This includes patients who have moved, but the LHA believes that the percentage of the population moving in any given year has remained stable over the past 5 years. So there does seem to be an increase in the number of struck-off patients. These results are considerably highher than those found by O'Reilly et al.4 in their examination of the card base register of ali patients removed at GP request (not including patients who had moved out of area) between 1987 and 1996, held by the Central Services Agency (the equivalent in Northern Ireland of the FHSA). During this period they found a removal rate of 2.43 per 10000 person-years. However, they did note that, over this period, the rate of removal had increased and was greatest for disadvantaged and densely populated areas. In a similar study in Sheffield Skinner et al. 5 found between 1991 and 1995 a mean annual removal rate of 2.4 per 1000 registered patients per year, with one-third of these due to movement out of the practice area. Although their figure is higher than that for the Northern Ireland group, it is still much lower than that for our inner London area (about 3.6 per 1000 registered patients for 1994-1995, rising to 11.6 for 1996-1997). In practical terms an 'undesirable' patient is one who demands too much care (e.g. 'unnecessary night calls') or is abusive/threatening to staff, or is expensive to the practice. The public can understand why a threatening patient should be struck off. But how often is such bad behaviour a sign of mental illness? If some patients are being struck off for economic reasons, this may be a reason why we have found it so difficult to carry out this research.
With the advent of new funding arrangements for general practitioners in 1990, the capitation rate of about £20 per head of population has had to be supplemented by meeting government targets. For instance, all children between the ages of 2 months and 1 year are expected to have their triple vaccine. In an average practice list of 1875, this might be 45 children. A GP can claim £2000 only if he or she can show that 900%o of the children on the list (in this example 40 children) have had their injection. If only 35 children have been vaccinated then only £700 can be claimed. If, however, the GP removes 8 of the nonvaccinated children from the list, without actually vaccinating any more children, then the target percentage is met. Similar claims can be made for any of the government targets-for example, cervical screening.
Patients on expensive drugs may also face removal. To our knowledge at least one practice restricts its prescribing of antidepressants to tricyclics, openly for cost reasons. Any patient requiring an alternative has to go elsewhere. What chance for the patient on an atypical antipsychotic, at £300 to £500 a month?
If fear of public outcry is the reason why there has been such silence around this issue then important information about violent incidents and threatening behaviour against Box doctors and their staff is also not being publicized. The threat of being sued by a patient is one reason GPs have given us for not explaining their removal of a patient, but this also means that the subsequent GP may be put at risk by a violent patient. In June 1997 the Royal College of General Practitioners published guidance on when a patient may reasonably be taken off a GP's list6 (Box 1). The current administration has pledged open government. Why is the LHA so reluctant to release the information? There is no argument for confidentiality. It is a simple task for the LHA to send out a questionnaire yet maintain confidentiality. There is no need for us to have a list of names as a database, so it does not fall under the remit of the Data Protection Act.
The LHA, like the FHSA before it, has access to excellent databases. Their registers cover over 95% of the population and contain much information, such as age, gender and NHS number linking individuals with GPs' records7. Unlike the electoral roll, the LHA register does not exclude those under 18 years of age and it is much more complete than either the electoral roll or telephone listings. It is not surprising that the LHAs face increasing demands to supply their register information to researchers. At present they have no unified approach to such requests and we suspect they are fearful about the release of any data.
GPs' reluctance to give reasons for patient removal is easier to understand. However, if we are right in thinking that many psychiatric patients find it difficult to hang onto their GPs this group will be at increased risk of relapse. Absence of a GP is a significant risk factor in the subsequent need for hospital admission in patients with psychosis8. There is also a considerable danger of producing a substantial underclass-a population of people excluded from primary health care because of poor resources or personal opposition to screening programmes and the like. Lately the House of Commons Public Administration Committee has said that patients should be dropped only as a last resort and subject to agreement by the local health authority. The committee believes that patients are unfairly removed from lists 'more than occasionally'9.
A PROPOSAL
We propose the anonymous compulsory collection by health authorities of data on the numbers, age, sex and reason for patients being taken off a GP's list. This information could then be used to review health policy relating to access to care and the funding of it. Such a move is especially important now that the current government is moving towards primary care consortiums as the main purchasers of care for patients'°O
